Background: The reach and representativeness are seldom examined in worksite weight loss studies. This paper describes and illustrates a method for directly assessing the reach and representativeness of a internet-based worksite weight loss program.
Background
A recent systematic review on the effectiveness of worksite nutrition and physical activity programs for reducing weight in overweight and obese employees found a consistent, but modest, effect of interventions on reductions in body weight (i.e., -2.8 pounds) and body mass index (BMI; i.e., -0.5 BMI) when compared to untreated controls [1] . These modest results could have a large public health impact if the intervention strategies could reach a large and representative or high risk sample of employees since the majority of adults spend a large amount of waking hours at work [2] . Unfortunately, few worksite health promotion studies reported on reach, [3] defined as the proportion of the eligible employee population that participated in a program and the representativeness of program participants compared to the eligible population [4] . Specifically, a review of worksite health prevention and intervention programs documented that only 25% of studies reported the proportion of eligible employees that agreed to participate in the study and only 9% reported on representativeness [3] .
The current state of worksite intervention studies led the U.S. Preventive Services Task Force to conclude that there is a significant gap related to understanding the characteristics of the employee population that participates [1] . Because of this gap, it is unclear if those who could benefit most from a worksite intervention are as likely to participate as those who may already be making more healthful lifestyle choices [3, 5] . This gap is also recognized in the general preventive care intervention research and several calls for better methods for reporting on external validity issues have been made [6] [7] [8] [9] Understanding program reach not only would aid in filling the need of examining external validity of the program, but also would provide much needed information for determining whether or not the critical subgroups of employees are actually participating in the program. The results will also inform targeted marketing and recruitment efforts.
However, the documentation of reach and representativeness is predicated on knowing the proportion of eligible employees and having a clear picture of the demographic and behavioral characteristics of the total employee population, and this information has proven difficult to obtain. [e.g., [3, [10] [11] [12] ] Therefore the purpose of this paper is to describe and illustrate a method for directly assessing the reach and representativeness of participants in a worksite weight loss study that focused on changes in physical activity and nutrition.
Methods
The data presented in this paper were collected as part of a two-group, cluster randomized controlled trial to investigate the reach and effectiveness of individually targeted, computer mediated worksite weight loss programs. The program comprises of emails with physical activity and diet messages that are tailored to the individual and includes small monetary incentives for weightloss. Prior to program initiation a brief health survey (BHS) was administered to as many employees as possible at each participating worksite to determine eligibility, and evaluate reach and potential participation predictors. We administered the BHS between January 2008 and November 2009 with a goal to achieve a 70% completion rate prior to implementing the worksite weight loss intervention study. The analyses were completed in December 2009.
All employees with the exception of organizational decision-makers (i.e. CEOs and Human Resource Directors) were blinded to the existence of a future weight loss program to be delivered at their worksite, and as such employees' responses were unlikely to be biased by that knowledge. The BHS was introduced to the general employee population as a survey study to provide feedback on areas that the workplace health promotion efforts could focus on. The BHS was available in paperand-pencil and web-based formats, and was delivered to all employees four weeks prior to the weight loss program being initiated. Employees had two weeks to complete the survey. All participating worksites allowed employees to complete the BHS during work hours. While it is noted in the literature that to achieve a 50 percent employee response rate to health risk surveys incentives of approximately $40 per employee are necessary when tied with strong organizational communication; [13] providing such incentives was beyond the budget of the project. As a result, a lottery system was installed to encourage the survey participation. Any BHS participant could submit his/her name for a $250 prize drawing at each worksite. This study was approved by the Virginia Tech Institutional Review Board (protocol #07-296).
Worksites and Individual Employees Sample
Worksite eligibility criteria include internet access at the worksite and employing between 100 and 600 workers at that site. A total of 33 worksites were contacted.
Nineteen agreed to participate in the study. Those that declined invitation did not differ from those that agreed on worksite size, location, or industry. Worksites that agreed to participate in the study included 3 governmental agencies, 5 professional groups, 3 medical facilities, 4 manufacturing and distribution centers, and 4 municipalities ( Table 1) . Worksites were primarily in urban areas (n = 16) with a small number from rural settings (n = 3).
All employees were eligible to participate in the BHS. Employee eligibility criteria for the subsequent weight loss program include a BMI > = 25, regular employment status (e.g., temporary employees were excluded), and access to the internet. Therefore only those employees who were eligible to participate in the weight loss program are included in the analysis of this paper to determine weight loss program participant representativeness to the eligible population. The final analysis included 2,055 participants across 19 worksites ranging in size from 33-95 program participants and 100-589 total employees.
Brief Health Survey Data
As the primary outcome measure, we created a dummy variable indicating whether an employee enrolled in the subsequent weight loss program or not. Key information collected through the BHS includes: healthy eating, [14] physical activity, [15] health status, [16] health literacy, [17] internet and e-mail use proficiency, self-efficacy, [18] response-efficacy, [19] and demographic variables (i.e., age, gender, race/ethnicity, number of children in the household, household income, and education). We also controlled in our model other factors such as selfreported height and weight, smoking status, and existence of comorbid conditions. Height and weight were used to compute BMI. Smoking status was assessed using a single-item question: "Do you currently smoke?" Comorbid health conditions (arthritis, asthma, depression, diabetes, heart disease, high blood pressure, high cholesterol, obesity, and none of the above) were assessed using a single-item question which respondents checked all conditions that have been diagnosed by a doctor.
Reach and Representativeness Assessment
The initial reach metric calculated was the proportion of eligible employees (i.e., BMI > = 25) who enrolled in the weight loss program. The numerator for this analysis included all employees who enrolled in the study. The denominator used in this calculation was computed by multiplying the proportion of employees that responded to the BHS with a BMI greater than or equal to 25 by the total number of employees at the worksite to extrapolate to all eligible employees rather than just those who completed the BHS. Representativeness was calculated by comparing those eligible employees that participated in the program to eligible employees that did not participate in the program, but completed the BHS. In addition, there were a significant number of employees across worksites (n = 398) that participated in the program but did not complete the BHS. Thus we also compared these participants to those that completed the survey. This comparison allowed us to determine if those employees with a BMI ≥ 25 who responded to the BHS were representative of those who did not.
Weight Loss Program Reach Prediction
We used a multi-level mixed effect logit model treating the employees as nested within worksite, which is equivalent to estimating random intercept models assuming the unobserved worksite-specific effects are not correlated with predictors in the model. The model allows us to apply the study results to general worksite populations. The variety of worksites in the program, shown in Table 1 , supports the population inference as well.
Results

Reach and Representativeness Assessment
The BHS and the weight loss program reach rates are presented in Table 1 . Across the 19 worksites enrolled in the study, the BHS participation rate on average is 66% with a median of 63% and ranged from 30% to 95%. For the weight loss program, the participation rate among the entire potentially eligible population ranged from 17% to 49% with a mean of 26% and a median of 23%. Table 2 presents the representativeness assessment results. We used the BHS data to estimate reach therefore our sample is limited to the 2,055 individuals who completed the BHS. Among this sample, 610 employees enrolled in the weight loss program. The average participant was about 45 years old, with 59% being female and 72% being Caucasian, 25% African American, and 2.2% Hispanic. In general, participants were educated with 50% having college or professional/graduate degrees and 61% reported annual household earnings of $50,000 or more (Table 2) . There were a total of 398 employees who did not complete the BHS but enrolled in the program. Those individuals were not in the program reach predication model analysis since their BHS data was missing. We compared their characteristics with the 610 program participants who completed BHS to assess the representativeness of our BHS sample. The seventh column of (4)). Majority of comparisons did not show statistically significant differences except for race/ethnicity which shows a relatively good representability of our BHS sample. However, those program participants who did not participate in the BHS on average were more likely to be Hispanic, or African American, and less likely to be Caucasian (p's < .01). To further assess the BHS representativeness, we compare those BHS participants with those 398 BHS nonparticipants. Results are shown in the last column of Table 2 (i.e., comparing Mean(1) and Mean(4)). It further confirms that our BHS sample is mostly representative except that female employees and those of Hispanic origin are less likely to fill out the BHS survey. The results of the comparison test to assess the program participant representativeness are shown in the sixth column of Table 2 (i.e., comparing Mean(2) and Mean(3)). Statistically significant differences were detected comparing age, gender, proportion of Caucasian, African American, Asian, education level lower than some college, and income level lower than $30,000/yr. Table 3 provides the variable descriptions and summary statistics for variables of interest. Across worksites, weight loss program participation rate was 30% among those eligible employees who completed the BHS. The participation rate ranges across worksites between 20-50%. The participants reported relatively healthy eating habits, 5.93 (on a 14-pt scale with lower scores reflect more healthful eating patterns), but were generally inactive (1.66 on the 3-pt scale where 3 equals meeting recommended guidelines). There is wider variability in healthy eating habits than physical activity. Eighteen percent were current smokers and 56% reported at least one chronic health condition. The average BMI was 32, with a range of 25-64. The average health literacy score was also high (13 on the 15-pt scale). The 19 worksites in this study exhibit similar patterns overall but have sizable variations in terms of BMI and healthy eating behavior (with SD > 0.5).
Reach Prediction Model
The multi-level mixed effect logit model was significant (Wald Test, χ 2 = 172.35, p < .000) and the Likelihood Ratio test was significant (5.81, p < .01) indicating that the model was more appropriate than the standard logit model (Table 4 ). The odds of a female employee participating in the program are 3.3 times higher than their male counterparts while those African American and Asian employees are less likely to participate in the program compared to Caucasian employees. For a one category increase in household income and education level, odds of participation increased by 16% and 12% respectively. One unit score increase of BMI will increase the odds of participation by about 3%. The odds of participation are 1.56 times higher for non-smokers and 1.23 times higher for employees reporting existing health conditions. An increase in health literacy score by one unit resulted in an 8% increase in the odds of program participation. Physical activity level, healthy eating behaviors, self-reported overall health status, other race compared to Caucasian, and Hispanic origin are not significant predictors.
Discussion and Conclusion
This paper describes an initial attempt at addressing the paucity in the research literature on the reach of worksite-based weight loss programs. Consistent with the literature, we found that older Caucasian women were more likely to participate in worksite weight loss programs [5, 12] . Of note, even though the weight loss programs were internet-based more women than men as well as older people were willing to participate suggesting that digital divide stereotypes may not apply in this context [20] . Our study also adds to the literature and suggests that participants are more likely to have a chronic condition, higher BMI, and higher health literacy than the overweight and obese employees that choose not to participate.
A primary goal of this paper was to present a method to assess reach and representativeness in the context of worksite weight loss programs. While it would have been ideal to achieve a 100% completion rate of the BHS, the average completion rate of approximately two thirds of the employee population reflects a strong response rate relative to other worksite health risk appraisal completion data [13] . This suggests that a lottery incentive system, when coupled with strong organizational communication strategies, could be as effective as individual level incentives. Further, our study also provides researchers a more cost effective method of achieving a greater than 50 percent BHS response rate.
We also found that African American and Asian employees were about one-half and one-quarter less likely than Caucasians to participate, respectively. Similar to the need to use culturally sensitive strategies within weight loss programs for diverse employee populations, [21, 22] our findings suggest the need to also develop culturally-tailored recruitment tactics and materials. For example, African Americans may be less likely to perceive themselves as overweight and more likely to associate attractiveness and health status with heavier body size when contrasted with Caucasians [23, 24] . For these reasons, programs that focus on outcomes aside from weight loss such as obesity-related co-morbid conditions or improved job performance and satisfaction may promote higher participation among African Americans. Similarly, employees with lower health literacy were found to be less likely to participate in the program which confirms the important implications of health literacy status in the context of recruiting and retaining participants [25, 26] . Our study directly assessed health literacy as a characteristic impacting enrollment which no known study has done before.
Limitations of this study include varying participation rates in surveys and an average BHS completion rate of approximately 66%. Although conducting a thorough examination of potential non-response bias was beyond Note: OR -odds ratio; SE -standard errors; CI -confidence intervals; * p < 0.1, ** p < 0.05, *** p < 0.01.
the scope of this study, [27] we did calculate adjusted reach estimates to account for these differences and provide comparison tests to assess BHS representativeness (Table 2 ). In contrast study strengths include a diverse set of worksites, a range of demographic, behavioral, and health literacy indicators; the study of both survey and program participation; and adjustments for clustering of employees within worksites. The use of a BHS to provide information on employee characteristics and eligibility provides an opportunity to determine more accurate indicators of reach and representativeness. As reach and representativeness have received limited attention in worksite health promotion research, [3] it is necessary to persist in collection and reporting of these types of data. The approach utilized in our study appears to be feasible and appropriate for use in future research.
